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SOME REMARKS ON THE DIAGNOSIS OF SURGICAL LESIONS OF THE 
KIDNEY. 


By J. Hutchings White, M. D., Muskogee, Oklahoma. 


The matter of the diagnosis of surgical lesions of the kidneys has not 
received, commensurate with the importance, the attention it merits. Every 
physician nowadays is familiar with the signs and symptoms of appendicitis 
and gall bladder disease, but how many are there who are not conversant with 
the indications of surgical conditions of the kidneys. Sometime since while 
attending a clinic at the Presbyterian Hospital in New York City, | was 
strongly impressed with this fact by a case which came up during the after- 
noon. A young lady who had been troubled with pain and discomfort in her 
left lumbar region, worse at or near her menstrual periods, consulted a promi 
nent gynaecologist who examined her and made a diagnosis of left ovarian 
trouble and advised an operation. She was on her way to his private hospi 
tal when some kind friend interferred and persuaded her to go to the Presby 
terian hospital. Here during the routine examination an Xray was made ot 
the left kidney, which revealed three small stones in the lower pole. At 
operation the stones were removed and the patient made an uneventful re- 
covery. 
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The best method of palpating the kidney is to have your patient in a 
standing position leaning slightly forward with both hands resting on a table 
or chair, the examiner standing behind the patient and palpating the kid- 
ney from the front. The next is to have the patient in a lateral half sitting 
position, shoulders well supported and legs drawn up to relax the abdominal 
muscles. Patient should also be examined in the dorsal position. In this man- 
ner We can easily outline floating kidneys and fair size tumors. In patients 
with thick abdominal walls it may be necessary to administer an anaesthetic. 

In all surgical diseases of the kidneys where a surgical operation is con- 
templated for their relief the examination of the urine plays a most import- 
ant role in diagnosis; and while it is oftentimes easy to determine from the 
character of the urine discharged through the urethra that kidney disease 
is or is not present, the question of whether one or both kidneys are affected, 
and whether one remains healthy while the other is diseased; in other words, 
whether it is safe to remove one kidney is a question by no means so easy to 
auswer. The general question of disease of the kidney may readily be de- 
termined by the occurrence of albumen, the various forms of kidney casts, 
of kidney epithelium, blood, pus, and other materials in the urine. The ques- 
tion of which of the two kidneys furnishes the abnormal ingredients remains 
a very different and a much more difficult matter to,decide. In other words, 
before this question can be answered postively, it is usually necessary to col- 
lect the urine separately from each kidney. The methods in use at the present 
time are catheterization of the ureters and segregation of the urine. The first 
method, while far more difficult, is by far the most reliable; the second method 
answers in a certain proportion of cases, and fails utterly in others. 

It may be impossible to pass the cystoscope at all, either on account of 
the narrow meatus, stricture of the urethra or enlargement of the prostate. 
The capacity of the bladder may be less than two ounces. Blood or pus may 
he present in such large quantities as to render the examination futile, or 
the general condition of the patient may be such as to render the introdue- 
tion of the eystoscope inexpedient. | think it a good plan, in all cases where 
au cystoscope examination is to be made to have the patient under observa- 
tion for a day or two and administer each day thirty grains of hexamethyltet 
ramine in ten grain doses. It is generally advisable to use some form of local 
anaesthetic in the deep urethra. At times it will be necessary to use a general 
anaesthetic though this should be avoided if possible as it changes the char 
acter of the urine. 

There are many makes of cystoscopes on the market and my limited time 
will not permit of going into the detail of construction of these various in- 
struments. There is the direct and indirect vision instrument. I have for 
some vears used ihe Elsner Cystoscope. This is a direct vision instrument 
and has proven very satisfactory to me. The Kelley tube | occasionally use 
in the female. Before beginning the examination the cystoscope should be 
tested to see that the lamp, cords, electric connections, and controller or bat- 
tery are in good working order. A catheter should be introduced into the 
bladder and the same thoroughly irrigated with warm boracic acid solution 
until the washings return clear, about five ounces being left in the bladder. 
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The cystoscope is now introduced into the bladder, the current cord is at- 
made, the ureters located, their orifices carefully inspected for abnormalities, 
noting their size, shape and general appearance. If watched for a short time 
the urine will be seer to flow in a little jet. Often times pus, or blood may be 
seen coming from the ureter and occasionaly a brown object (stone) may be 
seen plugging the orifice. If it is the origin of blood we are tracing and the 
fluid coming from the other ureter is clear it is not always necessary nor 
advisable to catheterize the ureters. In some instances, however, this blood 
may be due to a stone in the ureter. In such a case it will be advisable to use 
a ureteral catheter and locate as near as possible the site of the stone. In 
those cases of pus issuing from the ureter it seems to me a wise thing to al- 
ways catheterize the ureters. In a case of my own which | have had under 
observation for something over three years, a very grave mistake might have 
been made had not both ureters been catheterized. This was a case of pyelone- 
phritis of the left kidney and a pyelitis of the right. 

While | would prefer to rely upon the cystoscope the segregator has a 
tield of usefulness. This instrument when introduced into the bladder 
is so arranged that it may be manipulated to form a dam or partition in the 
bladder thus separating the urine from each kidney. This urine will then 
flow through an outlet in the instrument and be collected in separate con- 
tainers outside. In case there are more than two ureters the third ureter 
might contaminate the urine from each kidney. 

Among the various tests used to ascertain the functional activity of 
the kidney may be mentioned, the methylene blue, consumption of a specified 
quantity of water, catheterizing the ureters and measuring the output from 
each for a given length of time. The diseased kidney does not eliminate as 
rapidly as the normal organ, 

Casper lays great stress upon the Philoridzin test. It is based upon the 
fact that philoridzin 0.005 gm. combined with a small quantity of sodium car- 
honate in solution, when injected hypodermically will produce a transient 
glycosuria, lasting about three hours. After the injection both ureters are 
catheterized and the urine from each kidney tested for sugar. The relative 
proportion of sugar contained in the two specimens indicates the functional 
activity of or the want of such activity in either kidney. The absence of sugar 
in either specimen indicates that the functional activity of that kidney is 
destroyed. If the freezing point of the urine is now taken and it shows a low 
freezing point the kidney is functionally incapacitated. 

While we are able by these methods to trace to the kidney the origin 
of pus or blood, neither the cysoscope nor catheters tell us the trouble is due 
te stone nor that it is not due te stone. Dr. Kelly of Hopkins has used with 
some degree of success the waxed tip catheter which when introduced to the 
pelvis of the kidney and comes in contact with a stone slight scratches are 
made upon the wax by the stone. Here however, the value of the Xray over- 
shadows any other means we have. 

It cannot be said that the X-ray is an infallable means of detecting the 
presence or absence of stones in the kidney, in the ureter and urinary bladder 
yet it furnished a certain means of diagnosis in a large proportion of cases 
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tached and the current turned on. <A general inspection of the bladder is 
The limitation is due partly to the character of the stone, errors in technic or 
developing. Stones of the urinary tract usually contain one or more of the 
following; oxalate of lime, uric acid, and the phosphates, generally oxalate 
of lime and urie acid. Stones composed of uric acid produce a faint shadow 
which is easily blotted out. Stones containing 10 per cent or more of oxa- 
late of lime produce a shadow as do phosphatic stones. In order to detect 
a stone in the pelvis of the kidney it is necessary to produce a negative 
which will show distinctly the additional density of the stone as compared 
with the shadow cast by the thick portion of the human body. If the indi 
vidual is large and stout and has thick adbominal walls the difficulties are 
immensely increased. The quality of an X-ray picture according to John- 
son, hecessary to enable one to exclude te presence of stones in the kidney 
or ureter should be such that the transverse processes of the lumar vertebrae 
the last two ribs and the outer border of the psoas muscles on either side ot 
the vertebrae show sharply and plainly. The shadow of a stone if present 
in the pelvis of the kidney, will be found just below the last rib and about 
two and one-half inches from the vertebral column. Stones in the ureter are 
generally found in the lower third. 

A free purgation should be carried out before exposing a patient to the 
X-rays. This will clean out any fecal concretions that may cast shadows 
similar to stones. Repeated exposures are sometimes necessary. When re 
quired they should be at long intervals. 

An enormous amount of time, effort, mgenuity and skill has been exhibited 
by numerous observers throughout the world to render these methods of ex- 
amination accurate. These efforts have been rewarded with more than a 
fair amount of success. And though not one of us may add one jot we can 
at least give to our patients the benefit derived from the knowledge of a fel- 
iow practitioner’s ingenuity. It is only by adopting routine and thorough 
examinations of our patients that we are going to catch those cases which 
are occasionally operated on or treated as some other condition and we awake 
to error too late to benefit our patient. Repeated attacks of chill, fever and 
sweats are not always malaria. Neither are all those cases which during 
the puerperium run a temperature, infection of the general organs. Pyelitis 
should always be eliminated. When not taken care of and vigerously treated 
in the early stages many times develop into a pyelonephritis or surgical kid 
ney. Occasionally we encounter this trouble following typhoid fever. A pa- 
tient convalesces for four or eight weeks has another attack of chill, and fever 
very similar to the typhoid type, running a course of six or eight weeks, 
to be repeated at a later date. Such a case came up in my practice some 
time ago. 

To recapitulate : 

Examine urine both chemically and microscopically in all cases. 

If pus-or blood is found trace to its source. 

The use of the cystoscope, ureteral catheterization, and the X-ray are 
invaluable adjunéts in the diagnosis of surgical lesions of the kidney. 
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DISCUSSION. 
Dr. Horace Reed, Oklahoma City: 

There is no branch of surgery where a man should be surer of diagnosis 
than When he operates the kidney. | was glad to see that the burden of the 
doctor’s paper was on methods that are in vogue and have been found to be 
practicable. | do not think any man should operate on a kicney when he 
has not determined the functionating capacity of the other kidney. For 
the purpose of determining the functionating capacity of the kidney the cath- 
eterizing eystoscope is to be classed as first. 

| prefer the foreign instrument. I have tried the Ellsner instrument. | 
ave also used the Kelly instrument for the catheterization of the female, but 
since | have learned and practiced with Nitze’s instrument | cannot see why 
any one should wish not to use it. It is so easy for the operator and for 
the patient. It can be used for both female and male; it is easier to cathe- 
terize the male than the female with this insturment. 

When there are more than two ureteral openings there is always to be 
found a definite arrangement of such openings. These openings, together 
with the intraureterie ridge, will form a triangle with the apex at the inter- 
nal urethral orifice. The supernumerary opening which comes nearest the 
urethral orifice is from the supernumerary ureter which drains the upper 
pole of the corresponding kidney. To this fact | have never known of any ex 
ceptions. Reeently | had the privilege of examining a large collection of 
anatomical material which demonstrated this fact. 

A valuable method for testing the functionating capacity of the kid- 
ney is the Indigo-carmin test. This test is easily made and is as follows: 

Four (4) C. C. of a 4 per cent solution of Indigo-carmin is injected into 
the fleshy portion of the thigh.. The time of such injection is noted, the 
bladder having been previously prepared for cystoscopy. The diagnostic 
eystoscope is introduced and the ureteral openings carefully watched. 

From the ureter corresponding to a healthy kidney, a blue stream will 
he seen spouting at intervals in from seven (7) to fifteem (15) minutes. If 
the functionating capacity of the kidney is seriously impaired, the strean 
may be delayed for about twenty or thirty minutes. 

L would like to add a few remarks also about a method ef diagnosis 
which has proven to be of great value in diagnosis of tuberculous lesion of ‘he 
kidney in its early stages: The injection of 1-2 to 1 (one) m. ¢., of Koch’s 
old tuberculin will produce pain in a tubercular kidney, may also produce a 
slight hemorrhage from such kidney, or, at least, the patient will notice an 
increased amount of tenderness in the side corresponding to the diseased kid- 
ney when one pereusses over the kidney region. Professor Schlesinger says 
that with this test giving the signs mentioned above, one is justified in 
waking the diagnosis of a tubercular kidney, even where it has been im- 
possible to demonstrate the presence of tubercule bacilli in the urine. 

We are laying emphasis on the fact today, and rightly so, that diagnosis 
is the greatest thing in medicine. And if there is a branch of medicine or 
surgery where we should be particularly careful, it is when we contemplate 
operating the kidney, especially, removing the kidney. 
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THE GENERAL PRACTITIONER AS A SURGEON 
Arthur §. Risser, Blackwell, Oklahoma. 

The reason for my paper lies in the thought suggested by several experi 
ences Which have come to me recently, both personally and by the mouths o1 
brother practitioners. My thoughts have dwelt on this subject for several 
reasons, not the least of which is the fact that | have failed to live up to the 
high standard | desire to attain. I| need the criticism, perhaps the implied 
condemnation, but above all do | personaliy need the encouragement and the 
exhortation to do better the surgical work of the general practitioner. 

. these ultra-surgical days when we have as it were, run mad after tie 
Gods of Surgery, the knife and the scissors, it would seem but natural for a 
general practitioner to select such a subject as mine and expatiate on the pos- 
sibilities of surgery. It is not my purpose to belittle the work of the special 
ist by maintaining that the general practitioner shall be an all round **special- 
ist’’ and a skilled surgeon, retaining and treating all cases that may come to 
him, nor on the other hand do | desire the general practitioner to be merely 
a sort of procurer or feeder for the specialist or surgeon. In my humble judg- 
ment the general medical man must be infinitely more than that if he would 
be true to his proper destiny. His work is more essential, more fundamentally 
important than that of the surgeon and for many reasons, some of which | 
hope to make apparent in my remarks, nor am | intending to minimize the im 
portance of specialism. 

| hasten to affirm that much of our wonderful progress in the science of 
medicine is due to the work of the specialist. | say all hail to the men whose 
sole aim is to master one division in the vast domain of medicine. But 
specialism has its Reeds, Pasteurs, Behrings as well as its Kochers and Mayos. 
It is a matter of common knowledge that specialists are prone to see in any 
symptom complex signs pointing to abnormalities of the organs included in 
their special branch of medicine. The natural tendency is to treat symptoms 
ro the neglect of the body as a whole; thus the oculist ascribes a headache to 
errors of refraction, the gynecologist to retroversion of the uterus; the gas- 
trologist ascribes it to gastritis, the proctologist to the piles and the neurolo- 
gist to neurasthenia uncured. So the surgeon to the lay mind at least, has 
been all too prone in the past to prescribe surgery for almost every human ill 
(to the lasting discredit of surgery). In many respects and for many reasons 
the surgical specialist must be the final judge as to the advisability of operat- 
ing—he has the advantage of experience gained from frequent operations and 
perhaps a few ante-mortem autopsies, he sees many cases of a kind where the 
general practitioner may see but a few. Nevertheless, there is a large and defi 
nite middle ground between the average patient and the surgeon. That mid- 
dle ground belongs by right to the general practitioner. It is his if he will 
but exercise his trained inteligence and follow the dictates of an educated 
conscience. His destiny is, or ought to be, to act as the balance wheel of the 
profession and I am sanguine eonugh to prophesy that we as a_ profes- 
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sion can be aroused to an appreciation of our duty; that order can be brought 
cannot be made efficient, at least the men of the future will be trained both 
in mind and heart to fulfill their sphere of duty in society, but until that 





‘i 
ot time does come we must continue to bear our share of the blame for much 
al needless surgery, as well as for much needful surgery that is not done be- 
” cause of lack of or lateness in diagnosis. As a profession we are daily com 
1d mitting the sin of omission as well as commission of surgical measures; wit- 
= ness the multitude of children crippled in mind as well as body by negletced 
adenoids; witness the cases of incarcerated and strangulated hernia, which 
= ' as simple herniae might have been prevented and cured by practically safe 
. and certain operation and for which the majority of practitioners still pre- 
“< scribe and fit trusses as in the dark ages; think of the children who die ot 
Jl stenosis or cardiac failure attending diphtheria because the physician did not 
2 ; intubate in time; consider the many deadly cases of renal infection secondary 
his to prostatic enlargement which might have been prevented by practically safe 
a operation if done in the preseptic stage. 
x We who, as it were, are still green in the service of Aesculapius, are 
ia destined to witness the era of greatest progress in the whole history of medical 
ly ' science, nor will that progress lie chiefly along surgical lines. We are to wi- 
1 f ness the forward swing of the pendulum from the mere surgical to the pre- 
a ventive side of medicine. We are yet to learn the practical distinction be- 
tween the mere operator and the true surgeon; we will learn to prefer the 
of man who besides knowing the indications, prognosis and therapetuic results 
i of operation, knows also the contra-indications and respects them, who will 
ut scek first to obviate the necessity for a multilating operation before he has 
~*~ resort to the knife, while of the operator it may be said ‘‘he has operated his 


thousands,”’ of the true surgeon it may be said with infinitely greater credit 
“he has cured his thousands without resort to the knife.’” (Consult Journal 
A. M. A., Vol. 56, No. 10 p. 770 and 749). 
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Perhaps the majority of surgical operations are elective. Those most 
as- ff frequently imperative are demanded by such conditions as malignancy, cer- 
lo } tain cases of spreading gangrene, obstruction of the bowel, perforation of 
= ' hollow viscera, certain hemorrhages, cases of depressed fracture of the cranial 
AT vault with continuing hemorrhage. | mention these not as the only ones but 
i simply as illustrative of my argument that we must differentiate correctly 
a ‘ hetween conditions which are essentially operative and those which are not 
sail ; operative. We must avoid on the one hand the Scilla of refusing to open 
the an abcess of the palm of the hand until the patient's very life is endangered 
ofi by a diffuse and spreading gangrene of the arm. On the other hand we must 
‘d. be equally careful to steer clear of the Charybdis of operating on any and 
“il every patient who can be persuaded to undergo the ordeal; either mistake re- 
ed sults in discrediting legitimate and helpful surgery. We need to understand 
the more clearly the indications, or to put it negatively, the contra-indications for 
es operation. 
Probably in on other branch of medicine has surgery been more abused 
“ia- than in Gynecology. Witness the thousands of unsexed and nerotie women 
who have sacrificed their adnexa on the altar of the Gods of Surgery. But 
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out of the present chaos of our medical education. If the men now in practice 
thank heaven we are learning that while plastic work has a legitimate place 
that the amputation and ablation of organs ought to be a last resort. it is 
true that the foundations of this knowledge have been laid, but ali practi- 
tioners have not yet shared in it. When men in general practice leave their 
recent cases of lacerated perineum unrepaired, when they msist, for instance, 
that there is no permanent curative virtue in the operations to correct retro- 
version; when again some so-called surgeons cannot differentiate between 
retroversion and complicating conditions and persist in duing ventro-tixation 
und ventro-suspension on women of child bearing age, with consequent 
dystocia—is it not high time that we were learning the end results and the 
therapeutic value of our various operative procedures?! 

Gynecological surgery has all too much monopolized the field, but it is 
pleasant to note the fact that physiological medical gynecology is coming at 
last into her own. Serum and vaccine therapy, new drugs and new applica- 
tions are revolutionizing gynecology. 

Even in the particular field which has been considered peculiar to the 
general practitioner, obstetrics, we see the increasingly large demands for 
intelligent and skillful surgical service. | am one who believes that much 
of gynecologic surgery could be obviated by proper obstetric treatment dur- 
ing labor and the puerperium. Here is a branch of medicine which is funda- 
mentally first to the science of medicine and second to society for the welfare 
of which we ought to exercise our guardianship. Neglect of asepsis is, it 
has seemed to me, a chief vice of the general practitioner of obstetrics; of the 
story of the sequellae of this neglect it can be said *‘the half has never been 
told,’’ a neglect that would prove even more frequently disastrous were it 
not for the natural safeguards against infection which an all-wise Providence 
has provided for the protection of both patient and practitioner. We ought 
to avoid the humiliating experience of being ordered by our patient to ster- 
ilize our instruments; we ought to know the theoretic requirements of asepsis 
and we must observe them faithfully in practice. Obstetric surgery pre- 
supposes a correct knowledge of conditions and indications and proper skill 
in carrying out the procedures indicated. This practice demands and should 
receive the most careful consideration. It is generally admitted that the 
results of Caesarean Section would be more favorable if the general prac- 
titioner was surgically clean in his preliminary examination and manipu- 
lations. 

The conversion of unfavorable into favorable positions, primary repair 
of perineal lacerations, placenta praevia, high forceps operation, version, 
post-partum hemorrhage, vaginal and abdominal Cesarian section; can we 
imagine any more important surgical conditions than these? Are they not 
worthy of the latest knowledge and the finest skill which we can bring to 
bear upon them? There is another perhaps most important duty which 
rests upon the general practitioner; I refer to the early diagnosis of malig- 
nancy. I shall never forget the picture I saw last March; a little two- 
roomed house on a bare and wind swept hillside farm—upon a bed within 
the house lay the man still in the prime of life, who had been striving to 
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ce win that farm for his family—dying he was—dying a wretched death of can. 
ce ; cer of the neck, unable to speak because of laryngeal involvement, so weak 
is he could not lift his head, while four little ones and a wife with a nursing 
u- babe at her breast stood about the bed and looked out upon a fatherless, 
2ir husbandless, helpless, hopeless future. Never will | forget the agony of the 
pe, scene. How often have we seen the mother of the family dying a wretched 
rO- death with cancer, knawing away, as it were, the very throne of the homet 
el But why dwell on such a scene? They are so frequent we have become 
ol calloused to their agony and to the shame and reproach they cast upon our 
nt ; profession; still we procrastinate with salves and soft words, some of us at- 
he ; tempt to blind our eyes and those of our patients to the fact that the cancer 

fiend is still victorious. It is time to stop and ask ourselves whose is the 
is responsibility for the appalling toll of human life which malignaney still 





takes. Of little avail is the bold and radical Ries or the Wertheim operations 
if we delay diagnosis until the whole abdomen is involved, because an all 
wise Providence has ordained that in spite of definite advances in the art of 
amputation a few organs are still essential to the maintenance of life. The 
surgeon has done brilliant work in the cure of cancer, but the next step in 
our progress of victory over malignancy must be taken by the general prac- 
titioner; that step is early diagnosis. Upon the general practitioner rests 
the responsibility for early diagnosis and the saving of lives now sacrificed. 
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oe The general practitioner must be more prompt and skillful in diag- 
* : nosticating the initial stages of cancer, particularly mammary, uterine, gastric 
- : and rectal; in most cases his word carries more weight with patient, family 
. and friends than that of the surgeon. He is the family physician, in whom 
. the members of that family have implicit confidence while—deserving or 
om not—the surgeon is only too often credited with bias toward indiscriminate 
= operative measures. More than that upon the general practitioner devolves 
a the duty of educating men and women to the probable sysptoms of cancer 
<i and the danger of neglect. Diagnosis, exact diagnosis, early diagnosis is 
a } my theme. Given early diagnosis early attack will follow. We shall have to 
“ revise as it were our whole knowledge of initial symptomatology. With 
" the present immense fund of clinical experience and knowledge of pathology 
me the art of diagnosis must keep pace. The merest tyro knows the classical 
“i 5 symptoms of for instance peritonitis, and hemorrhage, but the classical symp- 
- toms are terminal, and there is little we can do to save patients already mori- 
: bund from ruptured ectopic pregnancy, gastric and duodenal ulcer and per- 
” foration of hollow viseera, intestinal obstruction, gall bladder trouble or 
” pancreatitis. We must have a special knowledge of diagnostic means and 
ge methods. The demands which the future will make on the general practi- 
ae tioner will emphasize the art of diagnosis. At present there are two dis- - 
tinct and opposite tendencies active in the world of medicine; on the one 
“ hand the practical knowledge of asepsis and antisepis, the result of animal 
"7 experimentation, improvement in methods of local and general anesthesia, 
‘in clinical experience and technique of operative procedures. These factors are 






daily enlarging the already broad and brilliant field of surgery; one need 
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only mention the new surgery of the chest and of the brain, nerve splicing 
for the cure of paralysis, direct transfusion in hemorrhage of the new-born, 
iransplantation as v.ell us ablation of organs. These are but examples of the 
wonderful advarce in tie beneficient work of the surgeon, but glorious as is 
this record there are other factors at work which are surely and steadily 
reducing the need of surgery to a minimum. 

Chief among these are the employment of new medical agencies as vac 
cine and serum therapy, but especially important are the arts of prophylaxis, 
preventive medicine and early diagnosis. No physician who desires to be 
abreast of modern medicine or to give his patient the best service which 
science makes possible can afford to neglect these most important means 
Public education and increasing knowledge of the laity are making ever 
crowing demand for larger knowledge and finer skill on the part of the phy- 
sician. Where in days gone by the ‘‘old, experienced doctor’’ was called 
the choice now falls upon the young hospital doctor.’ 

Society has large claims upon our clearness of mind, keenness of eye, 
skill of hand and our probity of character. If the desire for advancement 
is not inherent in our minds the publie will nevertheless continue but with 
greater insistence, to require it. Surgical conditions (so-called) will form a 
large part of our problems and we must learn to diagnose and handle them 
correctly or we shall be relegated by our patients to the ranks of the back 
numbers. 

There is a vast difference between the practitioner who prescribes pinex 
and peruna, who possesses neither green soap, Kelley pad or intubating 
set; whose only journals are the quack sheet and swamp-root advertiser who 
has no time for society work to the alert and progressive man abreast of the 
times who makes use of the microscope and the test-tube, the microtome 
and the blood count; who fears only stagnation and inefficiency, who if he 
does not feel qualified to operate all his surgical cases knows at least whether 
and when to send them to the operator. There is a vast difference between 
the two and the people are learning to make the choice. It is our privilege 
to read the writing on the wall. By our own conduct we shall determine 
either commendation and success or condemnation and failure. Books and 
journals are cheap, the cost of railroad fare and graduate courses is not pro- 
hibitive, men who desire places as locum tenens are many, and we owe it to 
our patients and ourselves to leave at intervals the shade of our shingle 
in order that we may associate with men who ean give us a deeper insight 
into conditions both medical and surgical; they can teach us the indications 
for operative intefrerence and the knowledge of methods and _ technique 
of treating those conditions as they should be treated. 

Our profession is worthy of our best, and though the task of keeping up 
is Hereulean in magnitude, the satisfaction of being a worthy follower of 
the Great Physician is well worth the time and toil the effort costs us. 





DISCUSSION 


Dr. J. A. Hatchett, El Reno: 
We can’t afford to pass this paper up without some notice of it. The 
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author understands thoroughly the relation between internal medicine and 
surgery, and the relation between the general practitioner and the specialist. 


As a general practitioner | must know surgery, perhaps not in technique, 
but in a general way, | must know surgery. The general practitioner must 
read surgery, must know its limitations, know its achievements. It takes a 
mighty smart man to be a specialist in surgery. Most of them need some- 
thing to check them. There must be some one to say, **Stand back a little; 
how much punishment are you going to give that man? Have you studied 
that man, do you know just what you are undertaking, his powers of resist- 
ance, ete.?’’ It is our duty to know the whole field and where medicine, and 
where surgery should be employed. 





Dr. C. S. Bobo, Norman, Oklahoma. 


1 think that is one of the most educative and learned papers | have heard 
since being here. Its application is well made. It simply convinces me of 
the fact that when | hear a general practitioner say, **!| don’t know anything 
about surgery; | don’t know anything about the diseases of the eye, ete.,”’ 
he is a very poor doctor and is a dangerous man to be turned loose on the 
community. My conception of a doctor is to know everything that per 


tains to medicine, whether it belongs to surgery or to the specialist. 


The advice our Dean gave us in his last lecture before we left college 
is recalled to me. He said: *‘‘Now, boys, know something besides medi- 
cine; know something about horses; know something about fish; know 
something about literature, if you don’t, your knowledge as a physician is 
limited.’’ . 


The matter of early diagnosis is one of the most important things to be 
remembered from that paper. | want to thank Dr. Risser for his paper 
Dr. Risser, closing. 


| had rather hard work to bring myself to say that | had a paper when 
the chairman asked those who had to make the fact known. But | did not 
read it for any effect oratorically-—-l read it because | have seen the need 
ol it in my community. | think the things said in it need to be said. | do 
not mean to slap at the surgeon, but [ have seen so much surgery that was 
not needed, and so much surgery that was done that was not done—if you 
will pardon the paradox, that I have come to feel very deeply on this 
subject. 


I think the men on whom my criticism would fall are particularly 
those men who are so busy they have no time for the State Medical Asso- 
ciation work. 


Another thing I think the charges of the medical profession are not 
high enough to meet the requirements of our lives. We should have a fee 
that is more nearly commensurate with the demands upon us. 
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THE TREATMENT OF GONORRHOEA IN WOMEN BY THE GENERAL 
PRACTITIONER AS A PRELIMINARY TO OPERATION. 


By J. F. Kuhn, M. D., Oklahoma City, Oklahoma. 


All gonorrhoeal infections in women do not become operative. But 
all of them are likely to become so, and a large majority of them do in 
fact reach the operator sooner or later. Knowing this to be true. it is well 
for us to treat each case in such a manner that when it does require opera- 
tive intervention, our patient will have the best chance for restoration 
to normal child-bearing health. It has been my fortune to operate on many 
women with uterus, tubes, and ovaries so badly diseased as a result of this 
infection, that nothing short of a complete removal would suffice to give 
them any possibility of enjoying health. This is a dreadful calamity ana 
one that the average woman contemplates with awe and dread. The com- 
plete removal of the generative system is a terrible mental blow to the right 
thinking woman, and since in the majority of instances she is innocent of 
any wrong doing, it seems unjust that she should bear the whole burden. 
It has always seemed to me that some way might be devised for the treat- 
ment of this disease and its train of sequellae, that would leave the patient 
in a normal state of health, and that the operations following could be 
made to restore the organs to their normal function instead of their re- 
moval. To this end | began three vears ago a form of treatment which had 
appealed to me as having possibilities. I began upon the presumption that 
the normal peritoneum would take care of a large amount of infection and 
that anv method that would utilize this function would aid in the treatment 
of pelvic gonorrhoea. Absorption from the pelvic cavity is slower than in 
any other division of the peritoneum. Why could not the lymph and blood 
channels be made to functionate more freely and accomplish the desired end? 
| proposed to try, and to this end tried our old friend, normal saline solu- 
tion. The local vaginal and cervical infection is treated locally by hot as- 
tringent antiseptic douches daily, local applications of 15% colloid silver 
solutions are used freely, the introitus is kept annointed with 10% ichthyol 
ointment, and these measures continued throughout the whole period of 
treatment. This method in simple infections, that is, where the adnexa are 
not as yet infected, is commonly all that is required. Many gonorrheal 
cases can be halted at this stage. In those cases which become operative 
however, the infection travels upward and outward and we see the formation 
of acute infections of the whole generative track. It is the majority of these 
cases that lead to sterility. My method of treating this stage of the disease 
is as follows: 

At intervals of six hours the rectum is distended with normal saline 
solution at a temperature of 105 to 110 degrees Fahr. Beginning with a 
quantity that the patient can comfortably retain—say 1-2 pint—the quan- 
tity is gradually increased with each injection until she is retaining three 


Read before the Annual Meeting of the Oklahoma State Medical Associa- 
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to four pints. The solution is to be retained for from 20 minutes to 1-2 





hour. The patient is kept in the Fowler position until all signs of ten- 
derness have disappeared from the uterus and tubes. This may take trom 
2 to 4 weeks. If you have gotton the case in the first days of the initial 
: attack 2 weeks will usually suffice, if it has become subacute or chronic 
there is no way of estimating the length of time. In those chronic cases 
where the pelvis is filled with a dense mass of adhesions there is little like- 
‘ lihood of a complete restoration, but even in these you will be surprised 
, at the wonderful results. The dense inflammatory adhesions melt away in 
y i a most startling manner. The uterus becomes freely movable, and at the 
“ : time of operation the tubes will have lost their crippled appearance and 
c many times may be saved. It is in the early cases however that vour sur- 
it ' prise will be greatest, cases that appear to be almost hopeless, from a con- 
a servative viewpoint, will in two weeks time show practically no pelvic symp 
t toms. Some of these patients will even conceive with out further treat- 
f ment. All of them will be free from any symptoms of the old infection. 
i. The majority of them will have slight velementous adhesions about the ut- 
t- j erus, tubes, and ovaries. These adhesions may be numerous enough to bind 
it a the uterus in a retroverted position, in which cases operation is necessary 
re to prevent, bachache, headache, dysmennorrhoea, and serious nervous dis 
Pe ' orders which result from this malposition. In most of the cases there will 
d be slight adhesions and the fimbriated ends will be occluded, no subjective 
ut symptoms are likely to be present, but the patient is barren. This condi- 
id tion calls for a delicate operation for the removal of the adhesions so that 
at they shall not reform, and for the opening of the ends of the tubes in such 
in a manner that they will remain open. Extensive resection of the tubes 
nl may even be needed, but this may go so far as to leave a stump of only 
1” one or one and a half inches, and still the patient be open to possible con- 
u- ception. 
- It is my belief that if all women suffering from pelvic gonorrhoea could 
nied be treated by this method the vast majority of them coula he restored to 
ol F normal child-bearing life. | am concious that the criticism will be made that 
of ectopic gestation will follow in many of these women, but this is mer* theory 
oe and cannot be proven by any statistics, practically, this should no more 
"al follow than it would in any other conservative operation on the uterus and 
se its adnexa. | have now a series of forty-two cases treated by this method 
wee ’ and every patient is symptomatically cured. One of these patients with 
wd f old dense adhesions would not wait for the long treatment | out- 
aad , lined for her, so | was obliged to operate and remove everything, three 
| : chronic cases have been restored to good health but with many loose ad- 
ine hesions, one other of this type of cases is responding slowly, she insists 
| 8 upon continuing the treatment if it should take two vears. Her case was 
an- one of five years standing before I saw her. In these cases after the acute 
ree symptoms have subsided the patient is allowed to be up and about allowing 
See one hour to elapse after the injection of the normal saline. 


Of the acute cases only eight have so far come to operation, four of 
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these have conceived, two have gone through normal labors, the other two 
are in the midst of normal gestation periods.. Regarding the use of the 
antigonococcis vaccine, | will say that | have abandoned the commercial 
product. I believe that each patient, by this method, develops antibodies of 
her own which destroy the invading hosts. Certain it is that no sign of 
cases which | have 


inflammation or pus has been present in any of the 
My few cases 


operated on after the patient has undergone this treatment. 
of course can be no absolute criterion, but the perfect results in this number, 
leads me to suggest that it should be given a fair trial. | do know, that no 
other treatment vet devised, has done so well and | give it to you with the 
certain knowledge that your patients will be greatly benefited, and that 
when you do send to the surgeon they will return to you ever grateful for 
the part vou have had in their restoration to health. 


DISCUSSION. 


Dr. D. A. Myers, Lawton, Oklahoma. 
l had the pleasure of hearing Dr. Kuhn’s paper at Wichita. 
It seems a large claim to make for the method, 


Since that 
] have adopted his technic. 
but, doctors, it is true. You will find that a large percentage will be cured 
without operation. I believe this method is worth your study and you should 


adopt the technic followed by Dr. Kuhn. 


Dr. J. R. Phelan, Oklahoma City. 

| enjoyed the Doctor’s paper very much. My line of treatment has been 
very similar. Instead of using the saline injection I use a hot bi-chloride 
douche every three hours, that is, in cases where pus has not formed. In 
cases Where there is pus in the tubes, it is better to open up the cul de sae. 
1 do not think it is necessary to resort to hysterectomy. I| think hot  bi- 
chloride douches every three hours and ichthyol tampons at night should 
be used. | put in a pack at night and remove it in the morning, and use 


the hot bi-chloride (1 to 3000) douches. I think the patient should be kept 


in bed. 





Dr. Strickland, 
I have been in practice only four years. 
We used normal saline solutions about three weeks. Gave 


I had a case last winter simi- 
lar to the doctor’s. 
injections into recturm every three hours. We used tampon every night 
and removed it in the morning and used douche and ichthyol dressing. Had 
good success. 

Dr. Wilson, Wynnewood, Oklahoma. 

1 did not have the pleasure of hearing Dr. Kuhn’s paper at the Wichita 
meeting but read it. When I received the report I had a case on my hands, 
caused by the wayfaring husband. This special case was one of these extreme 
cases—looked as if it must be opened up or peritonitis wouid result from 
the intensity of pelvic inflamation. 

I experimented on Dr. Kuhn’s method. Kept patient nine days in Fow- 
ler’s position—treated her sixteen days in all. Patient left considering she 
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70 ; was cured. Have had three examinations since and find no indications of 
ne adhesions or inflamations. 
al | thank Dr. Kuhn for his idea in the matter and will try further if 
of the opportunity presents itself. 
e Dr. W. T. Tilley, Muskogee, Oklahoma. 
er | have had no experience with the treatment that Dr. Kuhn has given. 
"i ! consider his paper excellent—not knowing anything about the treatment, 
ate | want to ask Dr. Kuhn if he did not give any other treatment but that 
* specitied. 
at Dr. Kuhn replying: 
or f ‘*] use special treatment for local conditions as | prefer, but for the 
4 general infection my treatment is confined to Fowler’s position and saline 
solution every six hours.”’ 
} Dr. Tilley continuing : 
at F Thank you. I often have diagnosed pus tubes on the right side and 
d. & when | examined have found general pelvic cellutitis. We may be mistaken 
a 8 as to what we have gotten. It is hard for me to believe that normal saline 
ld ; solution in a woman’s rectum will cure pus tubes. 
t | diagnosed pus tubes sometime ago and found upon examination there 
: were no adhesions and she had, | think, appendicitis. The general prac- 
i titioner has a difficult matter before him to get a woman to stay long enough 
oe to go through the treatment and then go through an operation to see if the 
de t pus has been removed. Personally, | doubt if pus is ever removed by tuat 
in treatment. 
ac. q 
bi- Dr. Kuhn, closing. 
ild | want to thank you gentlemen for your discussion of the paper. | 
ise - wanted to bring out a thorough discussion as | believe this is something new. 
pt i In the first place | want to reply to Dr. Tilley. It is hard to believe, but 
j when you do believe, you will be the stronger convert. Anything that makes 
; a doubt in our mind will make the stronger belief when the doubt is re- 
: é moved. 
wed f If you will notice, | said that the purpose was to bring about activity 
a of lymph and blood flow by the use of normal saline solution, thus hasten- 
* : ing the formation of antitoxins. The destruction of the bacteria is the re- 
lad § sult of the production of anti-bodies within the patient which destroy the in- 
vading organisms. My reason for not using the commercial bacterin is that 
the patients | have treated get along as well or better with the hot saline solu- 
ita tions alone. We all know that after a certain length of time the bacteria 
ds. & lose their virulence and are finally destroyed, the object of this treatment 
me is to hasten this process. 
om Some ten years ago it was the custom to remove the uterus and all the 
organs at once. It was always a hard grubbing operation. It oceurred to 
>w- me that something should be done to save these unfortunate women—!] 






thought something might be done. In the cases that come to us in private 
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practice, the husband is the one who is in misery. The wife may not know 
what the trouble is. She must ve told that she must follow the treatment 
throughout the period if she would not be a cripple for life. 

The cases where pus forms and spills out in the pelvic cavity are the 
ones this paper is meant for. The cases of pelvic cellulitis have always an 
accompaniment of pus tubes if allowed to continue without adequate treat- 
ment. If you begin this treatment in the pre-pus stage you will get perfect 
results in practically every case. 

| wished to put this paper before you for this reason—the majority 
of you are practicing in communities where one, two or three cases fall into 
your hands within a year. A few will recover completely; a few will re- 
cover, but will be barren; and some will come to the operating table with a 
long train of sequellae that usually follow in poorly treated cases, which 
require the removal of all the organs. 

Try this method and I shall be pleased to have you report to me your 
findings. I believe this is a revolution in the treatment of pelvic gonorrhoea 
of women. You may use it in streptococcic cases. You may use it in your 
mixed eases. In cases of mixed infection, with the staphylococcic and gon- 
ocoecic organisms, the gonococei rapidly disappear and there is usually 
found only the staphylococci. Your patient, in this event, forms those dense, 
hard adhesions which require operation. But | believe if you start early 
with the method outlined, nothing else will be necessary to retsore a woman 
to normal child-bearing function than the breaking up of a few light adhe- 
sions and the resection of the fimbriae. 





PERNICIOUS MALARIAL FEVER. 
(By G. A. Reber, M. D., Okemah, Oklahoma.) 


The word ‘‘pernicious’’ is now quite generally used to designate a class 
of cases of malarial fevers commonly called Congestive Chills, or Malignant 
Malarial Fever, and is that form so acute that, independently of complica- 
tions, life is endangered in a few hours or a few days. 

While malaria is decreasing in severity and frequency, it still continues 
to be one of the most prevalent diseases in many localities of the United 
States, the mortality in some places reaching as high as 25 per cent of the 
total number of deaths. 

The statistics from the census of 1910 show that over 1,400 deaths occur 
annually and the distribution so wide that every state save one is included. 
No one seems to be immune to malaria, the negroes and Indians becoming 
infected nearly if not quite equally with the whites, but the pernicious types 
are rarer in the negro. Children are more frequently infected than are 
adults. Some cases are congenital. Pregnancy predisposes to an attack, 
when exposed, and the puerperium especially predisposes to malaria on ac- 
count of the lowered vitality. 

The pernicious type is a very severe form of malarial toxemia, and most 








Read before the Okfuskee County Medical Society, May 5, 1911. 








































JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 71 


y frequently due to infection from the Aestivo autumnal variety of parasites. 
t but | have seen cases | think wholly due to the toxemia developed by the 
tertian type, and othes to an aestivo-autumnal grafted on a tertian type. 


e There are several ways in which the disease manifests itself, depending 
n on the susceptibility of different organs, or to the different degrees of in- 
a tensity in the action of the malarial poison. If the morbid impression falls 
t on the brain, or rather, the cerebral hemispheres, the result is that their 


function is so far suspended that the patient becomes comatose, either grad- 
y ually or from the very onset of the paroxysm. This is termed the comatose 
0 form, and may occur without any premonitory symptoms. Usually, however, 
2 there is a violent headache preceding the attack. The eyes appear congested 


a and may become dilated, respiration irregular and pulse full and bounding 
h at first, but gradually becoming feeble as well as irregular. The condition 
may last a few minutes, or may last several hours, the coma becoming more 
ir profound till death supervenes. These cases may be mistaken at first for 
a uremia, cerebral apoplexy or meningitis, but the clinical history is an aid in 
ir making a diagnosis, and a blood examination will make a positive diagnosis. 
n- If the force of the disease falls on the spinal cord or medulla oblongata, 
ly as is usually the case in children, there is no coma manifest, but muscular 
e, contractions, either tetanic or paroxysmal, the latter being the common con- 
ly vulsions so often seen in children. 
in In the ALGID form there are no marked muscular contractions and 
> no coma, but instead there is the characteristic coldness of the surface of 


the body, often a blueness of the lips. Sometimes there is severe gastro-in- 
testinal symptoms, such as vomiting or purging. Usually the vomitus con- 
sists of vellowish or greenish bile or it may be grass-green or even bluish in 
color. Often there is hemorrhage from the bowel and occasionally from the 
kidneys, a distinct hematuria, in this form of pernicious malaria. Epistaxis 





n is not a rare occurence. Although the surface temperature is subnormal 
- the patient feels hot, in distinction to the chilly feeling experienced in a 
= common malarial paroysm. Often the surface of the body is bathed in a cold 
clammy sweat, and the skin, instead of appearing cyanotic, seems bloodless. 
a Respiration is rapid, and is usually accompanied by a grunt, groan or sigh. 
od Temperature is seldom high, and may be subnormal. Severe abdominal pain 
ne may occur, some cases simulating an acute attack of appendicitis, and others 
a peritonitis, but more frequently the pain is limited to the gastric region. 
“4 These gastro-intestinal cases are the ones that are most apt to be confound. 
a. ed with Yellow Fever, and sometimes a diagnosis can only be made by an 
ae examination of the blood. 
juin There is a third form of pernicious malarial fever, although usually 
- classed by itself. I classify it in the group with the others because it is 
k, distinctly pernicious in effect, is malarial in origin and is amenable to the 
- same treatment. I refer to Malarial Hemoglobinura, Hemoglobinuric Fever, 
- Black Water Fever or Swamp Fever. 





This disease always occurs in persons suffering previous attacks of ma- 
laria, and generally presents for cardinal symptoms————fever, hemoglo- 
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binuria, icterus and vomiting. There is usually a distinct chill or rigor, 
with a moderately high temperature, and during the rigor or closely fol- 
lowing it there is a desire to void the urine, which has the characteristic 
black, or redish-black color, due to the excretion of the hemoglobin by the 
kidneys, the destruction of the blood cells and the liberation of the hemoglo- 
gin being so great that the liver becomes powerless to transform it all into 
bile pigments. It is estimated that a sixth of the blood cells must be de- 
stroyed before hemoglobin is excreted by the kidneys. 

At the time of the rigor, or within a few hours afterward, the icterus 
appears and is usually very distinct, the sclera often becoming as yellow 
as gold and the skin assuming the color of a pumpkin, and remaining so 
while the hemoglobinuria lasts, and till the liver is able to take care of the 
waste matter of the blood. 

The vomiting of thick yellow bile appears early and is apt to persist 
throughout the attack. The liver and spleen are enlarged and each is very 
sensitive to touch. 

Death may occur either from exhaustion, suppression of urine or from 
cardiac paralysis. The exhaustion may be the result of the tremendous de- 
struction of blood cells, to the vomiting and purging or the hiccoughs which 
semetimes become markedly severe. Suppression of urine is common and 
may occur at any time during the course of the disease, even after the urine 
has cleared, although the usual uremic symptoms are often absent. The 
heart failure is due to thrombus in heart or large vessels, and may occur even 
as late as a week after an attack, although the patient may be feeling fairly 
well. 

TREATMENT. 

The treatment in all forms of pernicious malaria should have three ob- 
jects in view, viz, cinchonize, stimulate and eliminate. 

To affect the elimination, calomel in large doses stands at the head 
of the list, and usually it is better retained than any other drug, checks 
the vomiting to a certain extent and by its peculiar action on the liver and 
intestinal canal, cleans out the toxic material and at the same time acts 
as an antiseptic. It is best to follow the calomel with one of the salines. 
The bowels should be emptied by the use of an enema of normal salt solu- 
tion. The kidneys should be kept active by the use of plenty of water, but 
if the vomiting will not permit the drinking of water, a high enema of 
normal salt solution should be slowly given, or the same kind of solution 
given by hypodermoclysis. 

Stimulation is best accomplished by the administration of strychnine, 
and if the surface is cold, clammy and having a bloodless appearance it is 
best combined with atropine. 

Cinchonization is most effectively accomplished by the hypodermic in- 
jection of a solution of one of the more soluble salts of quinine. Personally 
! prefer a solution of quinine hydrochloride and urea, but in emergencies |] 
use the bisulphate of quinine. The advantage of the hypodermic use of 
quinine is the certainty and promptness of absorption, for in pernicious 
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malaria what is to be done must be done quickly, and many lives have doubt 
less been lost by being treated with quinine in a manner too ineffective to 
prevent a recurrence of the paroxysm. 

If, after the use of the needle, the stomach will retain quinine, it should 
be given at the rate of 1 1-2 to 2 grains per hour, but at from 2 to 4 hour 
intervals, for at least two days, when the amount can be reduced about one- 
half and continued for three or four weeks. But if the stomach will not 
tolerate the quinine, or absorption is impaired, the use of the needle should 
be continued at from 6 to 12 hour intervals, using from 8 to 12 grains, freely 
diluted, at each injection. 

| do not hesitate to use the needle, even with infants, but one should 
be surgically clean, and even then ulcers will sometimes occur. | always 
mention to the family the likelihood of ulcers following the use of the needle, 
but I tell them I would prefer seeing an ulcer rather than a little mound cf 
dirt in the cemetery. 

The habit seems prevalent among physicians to use an inunction of qui- 
nine and lard on their little patients. L speak of this only to condemn it, for 
we know that the ordinary sulphate of quinine is soluble in 720 parts of 
water and when mixed with an oily substance like lard or vaseline it is prae- 
tically insoluble. LIFE IS TOO PRECIOUS TO TAKE SUCIL CHANCES. 
If you must use an inunction, and sometimes it may be necessary, use one 
of the more soluble salts of quinine, the bimuriate or bisulphate, in glycerine 
in the ratio of 1 to 3, or a 25 per cent solution. This being a perfect solu- 
tion, the osmotic properties of the glycerine will permit it to be carried di- 
rectly into the circulation. 

Besides the specific treatment referred to, symptoms must be met and 
treated as they arise. Morphine with the quinine is useful in cases where 
quinine alone is not well tolerated, and is especially useful in the algid 
type, but in the latter it is better combined with atrophine. 

Cool baths are useful and often necessary when the temperature is 
high, and an ice bag to the head is indicated in the cerebral type. During 
convalesence a tonic containing iron and arsenic should be given. 





THE NECESSITY FOR THE EARLY RECOGNITION OF PERITONITIS. 
By G. H. Butler, M. D., Tulsa, Oklahoma. 


In speaking of peritonitis | shall confine my observation to acute local 
or general peritonitis, eliminating that form of inflammation caused by the 
tubercle bacillus, the etiology symptoms and clinical history of which has 
nothing in common with the disease under consideration. The action of 
the peritoneum may be likened to that of the good mother. The abdominal 
and pelvic viscera to her children. When nothing intrudes on the quiet and 
serenity of the household, peace, and comfort, and harmony obtains. She 
gently covers her family in the protecting folds of her own strength, and 
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Should one of her children be- 






there is no friction, no discord, no unrest. 
come afflicted she ministers to its wants, sooths its pain, covers its wounds 
with her tears, enforces quiet, surrounds it with every comfort in her power, 
and she does it as quietly and as gently as the mother minisiers to her first 
born, but should her household be invaded by an enemy, this pale, thin, deli- 
cate membrane, whose appearance so little betrays its hidden strength and 
















power, screams a note of warning, and red with anger, flies to the rescue, 
and accepts the gauge of battle, with the speed, the strength, and the ferocity 
of a lioness. Should she succeed in overcoming the enemy she promptly de- 
vours him, ejects him through an open door, or seals him up in some apart- 
ment of her home, and perhaps crippled and deformed, awaits the arrival of 







assistance. Failing to overcome the enemy, there will wage a battle, the 
ferocity of which is unequalled, and ends only when the last particle of 
her resisting power is gone, and she is overcome in death. As a protector 
of such fidelity, a defender so prompt, powerful, and vigerous, do you 
not think she merits your most profound consideration, and is entitled to 
every assistance in your power to render. Do not ignore her appeals for aid. 
Her language is plain, her signs unmistakable, if you will only diligently ap- 
ply yourself to their mastery. The early diagnosis of peritonitis, means so 
much, a chance to do things worth doing, to aid nature while nature is still 
able to aid you, and peritonitis is a common disease. The heniousness of 
the crime of failing to carefully examine every case of intra-abdominal 
conditions by the physician, instead of prescribing off-hand, is given best 
by the visits too often, of the undertakers dead wagon, to the local hos- 
pital, where too late, the attending physician has appealed to the surgeon 














to save his patient. 










CASE. 


A boy seven year: old complained of pain in his abdomen, vomited, had 
fever, and was restcess. The family physician diagnosed acute indigestion, 
and prescribed purgatives, followed by bismuth and opium. I was asked 
to see the case on the fifth day, the doctor advising me that it was no use, 
as the boy had locked bowels, and would die, but that the family insisted 
on another physician seeing the case. An examination revealed diffuse 
purulent peritonitis, the paralysis of the intestines, accounting for the doc- 
tor’s locked bowels. Urged by the family I opened the abdomen, without 
an anasthetic, evaporating large quantities of very offensive pus. Focus 
of infection was the appendix, which had not ruptured. 


DIAGNOSIS. 

When peritonitis is caused by wounds, or injuries from without, as sone 
times it is, it is not likely to be overlooked, because attention is directed to 
that region, but most cases of peritonitis are caused from infection from 
within. In men the peritoneum is a closed sack. In women the sack opens 
through the fallopian tubes into the uterus. When you remember that the 
surface of the peritoneum is about as great as that of the skin, that its ca- 
pacity for absorption is prodigious and very rapid, that it is a covering of 




























JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 75 


organs normally containing pyogenic organisms, that there are two open 
doors in the female peritoneum, that you may have an extension of disease 
from nearly every organ in the abdomen and pelvis, you will realize the 
importance of keeping a sharp lookout for this complication. Constant and 
trustworthy symptoms of beginning peritonitis are as follows, important in 
the order named: (1) Pain, colicky in character, often rather diffused over 
the abdomen, increasing in severity, and later localized over the particular 
seats of infection, (2) Muscular rigidity of the abdominal wall. To those 
of you who have had a large experience in examining abdomens, there has 
developed a fine sense of touch, that enables you to detect very slight rigidity, 
and that sense of touch has often been your advance notice of impending 
trouble. It is distressing to see a physician trying to elicit rigidity in the 
same manner that the baker kneads his dough, and failing to detect it until 
the belly is as hard as the baker’s table top, (3) a rising pulse rate. The 
temperature may remain normal, the pulse never. A quick, sharp, high ten- 
sion pulse, progressively increasing in its rapidity, is a symptom of much 
importance, (4) vomiting nearly always present, and it may be overlooked 
if careful inquiry be not made from the fact that the stomach empties it- 
self without much nausea or effort, and the patient is not impressed with 
the fact, (5) Constipation is the rule, and if in doubt because of the fact 
that vou do not find constipation, make an investigation as to whether or 
not your patient has been given purgatives. Other symptoms vou must look 
for are the peculiar dorsal decubitus, wherein the patient seeks to avoids 
movements of the abdominal muscles, the flexing of the legs, or at least 
the effort to avoid full extension. The shallow thoracic respiration—shallow 
early in this disease, not because a descending diaphragm would increase the 
intra-abdominal pressure, so much, as from the fact that the oblique muscles 
are attached to the lower rib, and deep breathing tugs at the muscles, which 
disturbs the peirtoneum, producing pain. The temperature is of little value 
m making a diagnosis. Peritonitis may be said to be a disease of low tem- 
perature. In some of the most severe cases that have come under my ob 
servation, the fever was never high, and you will often find a severe infee- 
tion with a normal or sub-normal temperature. A subnormal temperature 
generally indicates a grave condition, and may be caused, not only by per- 
foration, but by the overwhelming severity of the infection. The blood 
count is of less value here than in some other diseases. Beginning peri- 
tonitis must be differentiated from intestinal colic, in which pain is inter- 
mittent. There is no tenderness or rigidity, generally no vomiting. 
CASE. 

A married woman aged 27 years, who had never had any serious illness 
a mother of two small children, complained of colicky pains over her abdo- 
men, vomited, and had slight fever. Diagnosis—colic. Was given morphine 
hypodermically by her physician within four hours after the beginning of 
her illness, at 6 o’clock, p. m. Acting on his advice she was given pill 
eascara compound during the night, and sulphate of magnesia at 6 the next 
morning. When her physician abandoned hope of evacuating her bowels, 
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except the lower colon, having exhausted his resources in an effort lasting 


from 8 a. m., until 1 p. m., | was asked to see this case, being told that the 
woman was suffering from obstruction of the bowel. The woman was ap- 
parently in a dying condition. Her abdomen was enormously symetrically 
distended, pulse 140, weak, and thready; respirations 45, and very shallow. 
She had a temperature of 97. Her abdomen was rapidly opened, with little 
preparation, in the bed in which she lay, and the most terrific general peri- 
tonitis | have ever seen was exposed. Enormous quantities of cloudy serum, 
and large flakes of fibrinous exudate were evacuated. A few through and 
through sutures, were tied, and efforts made to save the patient, by hypo- 
dermoclysis, the administration of stimulants, ete. The following day, on 
an undertaker’s table, and an examination through the incision, revealed 
a ruptured appendix. Would the story have read like this had the proper 
diagnosis and treatment been offered when she first called her physician. 
Nephritie colic shows absence of abdominal rigidity and the pain is referred 
to the groin, testes, etc. Urinary symptoms should clear the diagnosis. 
Peritonitis from gall stones, or gall bladder infections, must be differentiated 
from ulcer of the stomach and sub-acute gastritis, both of which have char- 
acteristic findings that should not be misinterpreted. In intestinal obstruction 
both have similar symptoms. Both have a paralysing effect upon the intes- 
times, but in beginning peritonitis, paralysis is not absolute. Gas passes, even 
though there is no fecal passage. In purulent peritonitis the paralysis is ab- 
solute. In the male, peritonitis is caused often from infection from the ap- 
pendix or gall bladder, and do not think either, that your patient must be 
a fat woman who has borne children, before you can have gall bladder in- 
fection, or gall stones. In October last year | saw a boy, aged 4 years, who 
had been ill one week, and was being treated formerly for typhoid fever. 
His condition suddenly became very grave, and when | opened his abdomen 
four hours later, he was suffering from a beginning general peritonitis, the 
infection coming from an enormously distended infected gall bladder, which 
had ruptured. Drainage of the gall bladder, together with the proper sur- 
vical treatment, saved his life, a result | should not have hoped for had 
interference been delayed a few more hours. 


LOCALIZED PERITONITIS. 

What has been said of the beginning of general peritonitis applies to 
the localized peritonitis. The symptom complex is very similar, the dif- 
ference in the two conditions being that nature limits the spread of the in- 
fection in one, in the other natural processes of defense is overcome by the 
virulence of the infection, or the low resistence of the patient. How long 
a localized peritonitis will remain so no man can tell. In milder cases, when 
the exudate is serum, or sero fibrinous, an inflammation may subside, leaving 
only the products of inflamation that may be absorbed, or more frequently 
leaving adhesive bands, that permanently remain. Again the exudate may 
undergo decomposition, resulting in localized abcess, or if the protecting wall 
break, a general peritonitis results. 
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CASE. 
A young farmer, aged 22 years, known to have had an attack of acute 
appendicitis, a few weeks previous, and who was advised by his attandant 
that there was no occasion to hurry into an operation, was thrown to the 


ground by a steer he had roped. He was operated upon 54 hours later, when 


his temperature was less than 97, pulse 135, respirations 40, and it was evi- 
dent that the end was approaching. With no anasthetic except cocaine in 
the skin. The abdomen was opened, revealing general putrid peritionitis, 
which had resulted from rupture of the walled off abcess sack, containing 
the rotten appendix. Had this man received proper surgical attention, even 
after he was hurt, there would have been a chance for his life. Diagnosis 
in this case, with the attending physician, was in doubt, as to whether or not 
he was suffering from shock, or had ruptured the bowel. 

in the female an additional hazard is presented, by uterine sepsis, and 
gonorrohoea, the two conditions that present us with a vast proportion of 
our cases of pelvic peritonitis. It is of the utmost importance that vaginal 
or rectal examinations be made, in clearing the diagnosis of localized peri- 
tonitis. Women are treated in great numbers every day, by physicians who 
are supposed to be men of fair ability, and average skill in diagnosis, for 
puerperal sepsis, typhoid fever, malaria, liver troubles, ete., when a careful 
vaginal examination would reveal a localized pelvic peritonitis, the toxines 
from which are being absorbed in just sufficent quantities to produce tem- 
perature. Case after case could be recited, by every sugeon who has had 
much pelvic work, where these women have been doped, tamponed, douched 
and perhaps foolishly curetted for some ‘‘uterine trouble,’’ while all the 
time the patient was suffering of localized peritonitis, often from gonorrho- 
oreal salpingtis. Remembering then, that localized peritonitis may become 
general, at any time, and without warning, it behooves us to take whatever 
steps are necessary to protect our patient against a diffusion. General peri- 
tonitis shows a very high mortality unless prompt and proper treatment be 
given. And whether you believe in withholding all food and drink, depend- 
ing on stomach, lavage proctoclysis, the Fowler position, opium, etc., or 
whether vou prefer ‘surgical intervention, your success will be in direct 
proportion to the duration of the disease, when treatment was instituted. 
illustrating the faculty and rapidity of absorption of the peritoneum, it 
has been demonstrated, first, | believe, by the Cornell University Medical 
College, that the injection of pure cultures of virulent, pyogenic, microbes 
into the peritoneal cavity of rabbits, and blood cultures taken five minutes 
afterwards, showed the micro-organism circulating freely in the blood. The 
importance of the early recognition of peritonitis, therefore, is apparent, in 
that measures may be taken to inhabit the infection while still localized, for 
if it be allowed to become a general infection, the death rate increases with 
alarming rapidity, as has been recently quoted by Murphy, of Chicago, who, 
in speaking on this subject, says that cases operated on the first 24 hours 
the mortality is 2 per cent; the second 24 hours, 6 per cent and after 72 hours 
the mortality climbs to 20 per cent. Comment is unnecessary. 
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Dr. J. A. Walker, Shawnee, Oklahoma. 

That paper was very excellent. I wish the general practitioners of 
the State could hear it. The matter of early diagnosis of all pelvic condi- 
tions is of the greatest importance. If this paper could be read and studied 
by the general practitioners of the whole State we would not be confronted 
by the appalling conditions we continually have presented to us. Delayed 
diagnosis in the gall bladder; delayed diagnosis in pus tubes; delayed diag- 
nosis in appendicitis—ought to be, in the light of present medical science, 
regarded as almost crimes. If the general practitioners of the State could 
hear that paper, we would not be confronted by the terrible conditions we 
are in the hospitals. I think it is a most excellent paper. 


Dr. lL. B. Oldham, Muskogee, Oklahoma, 

The paper brought out some very important things. Peritonitis is not 
idiopathic, it does not exist except through some channel of infection, either 
an infected gall biadder, rupture of appendix, etc. If the patient has not so 
far advanced as to be moribund, | think it best to open the abdomen. Get 
at the seat of trouble at once. 


Dr. Butler, closing: 

Oftentimes the surgeon is not called in time to effect a cure. He is 
often placed in an awkward position. The family is anxious to have the 
surgeon do what he can for the loved one, but hardly know how to bring 
it about when the attending physician does not insist upon it. 

| think it is no wonder that so many people go over to Osteopathy and 
Chiropractic, ete., for doctors know so little, they study so little. 





EDITORIAL 


AS TO THE MEMBERSHIP OF DR. FITE. 


We regret very much to note that the name of Dr. F. B. Fite of Musko- 
gee was left off the roster of members of the Muskogee County Medical 


Society in the June Journal. 

On account of Dr. Fite’s official position as the PTesident of the State 
Board of Medical Examiners, as well as his years of constant membership 
in the Association. and especially on account of his activity in organizing 
the medical profession in the early Indian Territory days we rectify the error 
with pleasure and regret that the necessity for the correction occurred. 

In the transfer of hundreds of names from the Secretaries reports these 
errors will naturally occur and it is a matter of congratulation that they ate 


kept at the minimum. 


HOT WEATHER AND THE ACUTE ENTERIC TROUBLES OF INFANTS. 


No more fitting time can arise for the calling of the attention of the 
profession to the serious troubles confronting it in this connection than now. 
No advance worth mentioning has been made in the last few years in the 
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treatment of these affections and this being true the treatments found most 
useful should be emphasized at this time. 

As a general proposition food; that is the usual and normal food of tne 
infant and affections of the gastro-intestinal tract are positively incompa- 
table. 

Also; as a general propositicn an empty intestinal tract has a better 
opportunity to recover its lost functions than one otherwise. 

In these two statements the physician almost always has his greatest 
trouble and lack of success, either from his inability to enforce his orders, 
their improper enforcement by the parents or the open hostility of the 
parents to the apparent starvation of their baby. 

The time honored and continuously quoted command to withdraw all 
food at once is often negelected by the physician himself who may regard 
the case of no seriousness. A simple reminder of the quick fatality of some 
of the troubles should be warning enough; their rapid action in the most skill- 
ful hands and surroundings should be enough. 

No fixed rule of procedure can be laid down for the government of the 
affections. Usually prompt withdrawal of food, a thorough emptying of 
the canal with castor oil, blue powders or small, broken doses of calomel with 
proper stimulation with brandy places the child in the best condition for 
treatment: here the procedure varies widely in different hands, each having 
the same object in view, however. 

A combination so far hard to improve is castor oil, opium in some form. 


preferably the camphorated tincture, bismuth subnitrate and occasionally 
the astringents. The oil keeps the canal empty, the opium and bismuth are 
soothing and antiseptic to the injured and irritated bowel. Some food 
must be given and of such measures brandy, whiskey, barley and rice water 
and egg albumen are the most efficient, the peculiarities of the child and 
the action of the food given to be borne in mind in each case. Colonic irri- 
gation is a measure to be used only when indicated and the indications for 


the irrigation are based on the presence of a toxemia due to retained mat- 
ter in the intestinal canal or to an inactive canal which soon results in pois- 
oning of the little patient. 

Every physician knows these indications and rules of treatment and at- 
tention is called to them at this time on account of the tendency of some of 
us to forget or go seeking in new fields for untried, but much lauded. 
remedies. 


SALVARSAN. 


Since this preparation has begun to be used and its action observed on 
this side of the Atlantic the medical press teems with reports on its use and 
the effecst noted therefrom. It is edifying to note the almost universal 
approval of the drug. 

Of course all the reports at this time can be only partial for not enough 
time has elapsed to say that the apparent advantages derived from its use 
are to be permanent in character, but it may be said that it is one of the 
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most effective drugs ever used in any affection, not excepting antitoxin in 
diphtheria and similar treatments. 

The well known conservatism of the American Medical Profession is ob- 
served by the careful manner in which Dermatologists and Syphilogaphers 
comment on the use of this drug; a note of protest is advanced in its use in 
those subjects having pronounced vascular troubles and also against the 
assumption that one injection is sufficient in all cases. It is advised that 
one injection be made; its results carefully observed and then if there are 
no grave contra-indications that it be repeated. 

That this drug has for its basic action arsenic and that many people 
have peculiar susceptibilities and idiosyncrasies to the drug should be borne 
in mind by those about to use it and the patient should be advised in advance 
of its character and its possibilities. This is especially true in the smaller 
communities where one adverse result would not only probably bar the use 
of the drug there for a long time to come, but would probably have a tend- 
ency to seriously injure the physician in that place, of course, very unjustly 
so. This result occurred in the now well known and lamented cases of te- 
tanus following the use of antitoxin in St. Louis a few years ago; this anti- 
toxin was never antitoxin, but a very highly poisonous product due to mis- 
taken preparation, yet today thousands of the people remember that some- 
where, sometime ‘*‘antitoxin’’ injured and killed some children, hence their 
prejudice against its use. 

it would seem almost natural that those cases of syphilis advanced to 
the tertiary stage, especially those with great bony involvement and fixed 
lesions of the deeper structures would require more of the ‘‘606"" than 
the fresher cases and to these cases the prognosis should be very guarded; 
this guarded prognosis should be made by reason of the fact that not enough 
time has yet passed to say to a certainty what the ultimate results of the 
treatment will be, notwithstanding the many brilliant reports appearing 
daily. 


VACATION TIME. 

The harder a man works the more surely will he need a rest or change of 
occupation and this need has resulted in the almost universal vacation of the 
professional man. It has been observed that *‘ All work and no play makes 
Jack a dull boy”’ and if the rule carried out does not necessarily make a dull 
physician it makes him irritable and peevish and keeps him in a rut. 

Men of different incomes can afford different kinds of recreation; those 
of us who have the money can afford Europe, Georgian Bay, the Rockies 
‘or the Northwest, most of us have to put up with the hills of the Ozarks 
and we seem to thrive on that vacation as much as the man with the costlier 
trip at command. 

Every man should quit work for awhile and take stock of himself. 

Do what you think you can best afford to, but quit for a few days. A 
shady spot, pipe, book and hammock are good and if you have a fishing 
pole that is some better, but the cream of the matter is rest and a slight 
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change of scenery. Some of us do well by going north and looking at the 
Mayo’s or other pace makers of the profession; this seems a sensible com- 


promise especially for those who are growing old so fast that they do not 
have time for both recreation and post-graduate work and such a trip is 
just as beneficial as the other kind and has the advantage of combining 
profit and pleasure. A well known physician of the east has a farm he pro- 


poses to retire to some day and to this farm he slips away and by a change 
in occupation fights off for a time the encroachments of nature. It is said 
that the late Professor Nicholas Senn who was a master surgeon and writer 
as well and a great traveler, wrote some of his best works from notes and 
observations made during his numerous trips. 

The profession of medicine is an exhausting one to the man who is sin- 
cere and attempts to pay the demands it makes upon his store of energy and 
the conservation of his energy demands a change from time to time so take 
this change; leave your work in the hands of the newer man in your neigh- 
borhood or split time with your partner or co-worker, but by all means 
take the rest. 





ABSTRACTS AND EXCHANGES 


THE INCOMPATIBILITIES OF ANTIPYRIN. 

Incited by an iquiry of a correspondent as to the safety of a mixture of 
antipyrin, calomel and sodium bicarbonate, and the scarcity of literature on 
the subject, an examination was made in the Association Laboratory in 
regard to this point, and the results are published in the Journal . M. A., 
January 28. A mixture was prepared having the following proportions, as 
in the prescription sent: calomel, two; antipyrin, six; sodium bivarbonate, 
twelve. When this mixture was treated with water there was left a blue- 
grey residue undissolved and the solution of a soluble salt of mereury. The 
composition of the insoluble residue was not determined, but there was evi- 
dence that it was largely composed of metallic mereury and unchanged calo- 
mel. If the prescription powder be treated with an excess of 0.2 per cent 
HCl, the above reaction does not occur. With a mixture of calomel and an- 
tipyrin alone in water, no reaction appears to take place at once, but if some 
sodium bicarbonate is added the calomel immediately changes color and the 
mixture becomes of the same appearance as does the original mixture when 
treated with water. Preliminary determinations indicated that from one- 
sixth to one-fourth of the calomel present is converted into a soluble mer- 
eury salt. If the entire quantity in the original prescription sent, containing 
2 grains of calomel and 6 of antipyrin with the sodium bivarbonate, and 
divided into twelve powders, should be administered, the patient would re- 
ceive a soluble mercury salt equal to one-third or one-half grain of corrosive 
sublimate. The incompatibility will be apparent to any physician who will 
take the trouble to pour a few drams of water on a small portion of the pow- 
der, and that it is dangerously incompatible is shown by the large proportion 
of soluble mercury salt. If administered in a casule the danger would be 
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somewhat less, as the gastric acidity would tend to neutralize the sodium bi 
carbonate, on the presence of which the reaction seems to depend. Since the 
text-books contain so little definite information on the matter, too much blame 
should not be attached to those who prescribe such a combination, but ii 
used at all it should only be in the most cautious dosage. 


COUGH DURING AUSCULTATION. 

The importance of eliciting fine rales in inspiration as an important diag- 
nostic sign in early tuberculosis, is specially emphasized by F. C. Smith, Fort 
Stanton, N. M. (Jourma A. M. A., January 28°, who thinks that it is some- 
times neglected by the busy physician. If, just at the end of a normal ex- 
piration, the patient gives a short, easy but audible caugh, a part of the resi- 
dual air will be expelled and followed instantly by an inspiration, the first 
part of which will naturally be involuntarily accentuated. The fine rales will 
be detected by the physician with his stethoscope on the patient’s chest, some- 
times most prominently in the first part, sometimes near the close of this 
inspiration. A signal system is necessary between the physician and patient 
as the examiner’s voice will cause vibrations in the stethoscope. The patient 
may be instructed by saying: *‘Cough once when | tap you, which may need 
to be supplemented a little later by: ‘‘Do not take a breath before you 
cough ;’’ occasionally also by the admonition: ‘‘Do not swallow after you 
cough.’’ In exceptional cases it may be necessary to say: *‘When | tap, blow 
out your breath and cough.’’ Advice is not usually needed concerning the 
inspiration following. Occasionally, however, in a thick walled or poorly 
expanding chest or when a thickened peura masks the situation, it may be 
desirable to accentuate the inspiratory sound and one may direct the patient 
to take a quick breath after the cough. A deep muscele-stretching, rib-crack- 
ing inspiration is not needed to elicit rales. Smith concludes by saying: ** The 
physician who loks only for thos gross lesions which manifest themselves 
by dullness, cavernous breathing, whispered pertoriloquy, coarse rales, etc., 
may err bith in diagnosis, when these are absent, and in prognosis when the 
advent of new areas of involvement are overlooked while the older lesions 
are under observation. Those who give too much significance to some of the 
ultra-refined and doubtful physical signs, frequently make the opposite mis- 
take. The amateur may be confused by a dry or hairy skin if he neglect 
to oil or shave the part, but the same man will elicit dullness over a healthy 
chest if he pereuss it close to a wall, or miss an area of consolidation because 
he allows his pleximeter finger to bridge two ribs. In fact, if he allows no 
garment between his stethoscope and the skin and no folds of clothing near 
enough to move on the chest with squeak and rustle at every inspiration, 
there is less chance of error in a properly elicted fine rale than in anything 
else the examiner sees or hears.’’ 


PYELITIS IN INFANCY. 
Purulent infections of the urinary tract in infancy are by no means in- 
frequent according to J. Brenneman, Chicago (Journal A. M. A., March 4, 
who estimates that they probably form 1 per cent. of all the infantile diseases 
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coming under the physician’s care. They are unique, however, in being hard- 
ly ever recognized in general practice. This is not because the children are 
not ill or because of the difficulty of diagnosis, which can be made readily 
with the microscope. He describes the cymptoms, which are fairly constant. 
A female infant becomes suddenly seriously ill with high temperature, and 
recurring chills, especially emphasized by Thompson as characteristic, are 
valuable symptoms. Another striking symptom is the extreme pallor which 
comes on after the flushed condition of the first few days. The other symptoms 
are those of the fevers in general, tiough the breathing is sometimes acceler- 
ated and a slight cough may be present. There is frequently some indiges- 
tion, which may lead to a wrong diagnosis. The disorder generally, how- 
ever, does not differ so much from other acute infections as to be readily 
diagnosed from them, but a positive diagnosis is made when pus is found in 
the urine. Commonly the urine is turbid, sometimes even thick and milky, 
and pus cells singly or in clumps crowd the field. Goeppert has suggested 
as a minimum diagnostic standard of from six to eight leukocytes in each 
field of an uncertrifuged specimen. In some cases, however, there is a bac- 
teriuria, the urine swarming with bacilli of the colon ytpe. In some cases 
constitutional symptoms are lacking; in others these are present, though there 
is little formation of pus; but such cases are rare; Summing up the clinical 
picture, one is struck by the fact that there is no physical sign or symptom 
pointing positively to the kidney or bladder until we examine the urine. 
Pyelocystitis is characteristically a female disorder in the infant. Brenne- 
mann has never seen a case in a male. Most cases occur in the first vear and 
durign the summer months, suggesting a connection with the summer diar- 
rhoea of infants, the shortness of the female ureter being an etiologic factor. 
From a pathologie standpoint there are two types of the disease—one a pye- 
locystitis, due to the invasion of the bladder and pelvis of the kidney by a 
(usually ascending) bavillary infection, the other a pyelonephritis occurring 
in children of lowered resistance, due to some infection of food disturbance, 
in which the cortex of the kidney is studded with miliary abscesses and the 
bladder and pelvic infections of less importance. In these cases it is boubt- 
less of hematogenous origin. Whether this method of origin plays any part 
in the other type is a question still to be decided. The diffieulty of examin- 
ing urine in infants is a cause of its frequent neglect, but it is important and 
imperative for a positive diagnosis. Brennemann gives several methods by 
which specimens can be obtained in very young children and, if necessary, 
catheterization under proper aseptic conditions may be employed. With ex- 
perience, however, a fairly accurate diagnosis can he made from the symp- 
toms already mentioned. The ordinary pyelocystitis, which is found in the 
majority of these cases, has a good prognosis under proper treatment. That 
of the pyelonephritis is more serious though not hopeless, as there is even 
then a tendency to recover. The child should be kept quiet, its diet watched 
and an abundance of liquid given. British authorities lay stress on the alka- 
line treatment in these cases, while Germans and Americans usually depend 
on urinary antiseptics to a large extent. Brennemann’s practice is to crowd 
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water in every way, to try alkalies first, and, if there is not early improve- 
ment, to substitute hexamethylenamin or salol in doses of from 1 to 2 grains 
every three or four hours to an infant 1 year old, and to keep this up over a 
considerable time to prevent relapses, which are likely to occur. The severer 
cases with cortical abscesses are not much influenced by such remedies. They 
require treatment of the underlying condition and general tonics and sup- 
portives. In conclusion Brenneman reiterates the importance of urinary ex- 
amination in case of infants with high temperature. 
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